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Abstract 


Background: Age-adjusted cardiovascular disease (CVD) mortality rates for Hispanics are lower than for non-His- 
panics. However, CVD is the leading cause of death among Hispanics, and there is an increasing heart health problem 
among this population. One strategy for preventing CVD is the use of community health workers (CHWs). A CHW 
is a member of the community who disseminates information, attempts to foster healthy behavior, and provides edu- 
cation, advice, social support, and assistance to the community. Although the efficacy of CHWs has been tested, few 
studies have examined their effectiveness in educating communities and facilitating behavior change. Purpose: This 
study explored whether trained CHWs can effectively deliver education on heart-healthy behaviors among Hispan- 
ics. Methods: Two group of participants received education programs delivered by CHWs, popularly known in the 
Hispanic community as promotores de salud. A pretest/post-test design was implemented to assess intervention effect. 
Analyses included sample t-test, chi-square (yf ), and Mann-Whitney U Test. Results: The two groups differed in 
demographics and pre-existing risk factors (p<.05). Participants in both groups significantly improved their healthy 
behaviors (p<.01 ). Discussion: Observed improvement in healthy behaviors in both participant groups strengthens 
the argument that the community health outreach promotores model may be effective and can be adapted to a variety 
of settings. Translation to Health Education Practice: The results of this study support the utilization of CHWs. 


BACKGROUND 

Although statistics indicate that His- 
panics have slightly lower cardiovascular 
disease (CVD) mortality rates than other 
US. population groups,' they present higher 
prevalence of some risk factors and have an 
increased risk of certain cardiovascular con- 
ditions. In fact, CVD is the leading cause of 
death among Hispanics, with those between 
the ages of 35 and 64 being 1.3 times more 
likely to have a stroke than their US. non- 
Hispanic White counterparts.^ 

Certain modifiable risk factors, includ- 
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ing high blood pressure, high cholesterol, 
diabetes, tobacco use, obesity, and lack of 
exercise, are the main targets for primary 
and secondary prevention of heart disease 
and stroke. A substantial proportion of 
the Hispanic population has multiple 
risk factors, increasing their likelihood of 
CVD. For instance, 80% of Mexican 
American adults (Mexican Americans 
constitute the largest subgroup of the 
Hispanic population) with hypertension 
have uncontrolled high blood pressure^ 
and are 1.7 times as likely to have diabetes 
as non-Hispanic Whites.'* Similarly, obe- 
sity continues to increase among Mexican 
American children and adults.*’’*’ 

All of this represents a formidable public 
health challenge given the rapid growth 
of the Hispanic population, including 
the elderly. In 2004, more than 40 million 
Hispanics were living in the United States, 
representing 13.8% of the total population. 
More than 10% of Hispanics are 55 years of 
age and older.^ As this segment of the popu- 
lation continues to grow, heart failure and 
other cardiovascular diseases will continue 
to increase in importance as a public health 
concern requiring greater focus on culturally 
competent prevention strategies. 

Factors that contribute to increased risk 
for CVD and poor health outcomes among 
Hispanics include (a) language and cultural 
barriers, and (b) lack of health insurance 
and access to preventive care.* According 
to the U.S. Census Bureau, more than 28.1 
million people in the U.S. speak Spanish at 
home.** The development and dissemina- 
tion of health information and education 
in Spanish is a crucial step in providing all 
Americans with accurate information, so 
that informed decisions can be made regard- 
ing health maintenance, disease prevention 
and treatment for themselves and/or family 
members.*** Similarly, a recent U.S. Census 
Bureau study found that 32.7% of Hispanics 
are uninsured, and lack access to appropriate 
health care.** 

Community Health Workers 

One of the Healthy People 2010 goals is 
to eliminate health disparities. Racial/ethnic 


minority groups, including Hispanics, are 
disproportionately affected by several of the 
leading causes of mortality and morbidity.*^ 
Using community health workers (CHWs) 
to deliver health education interventions is 
a promising strategy to improve the health 
care and health status of underserved minor- 
ity populations.** 

A CHW is someone who (a) is a member 
of the community, (b) spreads new infor- 
mation, (c) attempts to influence healthy 
behavior, and (d) provides education, advice, 
social support, and aid to his/her commu- 
nity. CHWs also provide community-based 
services such as assessment of health and 
risk status, delivery of educational inter- 
ventions, and tracking and monitoring of 
fellow community members.**'** However, 
the CHW profile varies across programs. 
For instance, CHWs may receive no formal 
training or several months of training; they 
may be employed by a single agency or many 
agencies; they may or may not be paid for the 
time they spend in training and performing 
their various roles.**'*** 

CHW programs have been widely used to 
reach a variety of populations and to address 
a variety of health issues.**'** Similarly, the 
efficacy of CHWs has been tested in ran- 
domized controlled intervention trials.**'*"* 
However, few studies have looked at CHWs’ 
effectiveness or lack of effectiveness in 
educating communities. This is important, 
as translation of research into community 
interventions continues to be an issue with 
regard to behavior-related risk factors for 
chronic diseases, including CVD. 

Since the 1990 Texas census, the state’s 
Hispanic population has almost doubled, 
representing the fastest growing minor- 
ity group in the North Texas region.** This 
region includes Dallas, Fort Worth, and Ar- 
lington, three metropolitan areas that have 
experienced sustained economic growth and 
have attracted many Hispanics among their 
5 million total residents. Despite this rapid 
growth, few comprehensive programs exist 
to meet the health needs of this Hispanic 
population. This constitutes an opportunity 
for culturally and linguistically appropriate 
educational strategies using community 


initiatives such as the CHW model. 

One particular health education pro- 
gram, Salud Para Su Corazdn of North Texas 
(SPSCNT), understood the relevance of 
CHWs — popularly known in the Hispanic 
community as promotores de salud — for the 
Hispanic populations residing in the area. 
Its main goal was to promote heart-healthy 
lifestyle behavior education among Hispan- 
ics. The National Heart, Lung, and Blood 
Institute (NHLBI) initiated this heart health 
community-based intervention program by 
funding SPSCNT as one of the initial six of 
today’s twelve National Enhanced Dissemi- 
nation and Utilization Centers. Empirical 
evidence has accumulated regarding the im- 
pact of SPSCNT as a culturally comprehen- 
sive Hispanic CVD prevention program.***'** 
The program is part of an ongoing national 
initiative to build community-based promo- 
tores models for CVD prevention using dif- 
ferent intervention strategies. SPSCNT has 
built an infrastructure in Forth Worth and 
surrounding communities that includes a 
community-based participatory approach. 

SPSCNT distinguishes itself from other 
CHW programs in several ways. First, it was 
developed using a participatory perspective 
in which the community was invited to 
contribute. In this context, a Network of 
Partner Organizations consisting of com- 
munity agencies/ organizations working with 
Hispanics was established to inform imple- 
mentation strategies. In addition, SPSCNT 
established a train-the-trainer model in 
which NHLBI-trainedpromotores, under the 
supervision and support of the investigators, 
trained the local promotores, who then took 
the lead in the recruitment/training process. 
Promotores were also actively involved in 
the development of the program. Second, 
SPSCNT collaborated with the Network of 
Partner Organizations, which represented 
many constituencies in the community, thus 
providing an ideal environment in which 
to build culturally enriched strategies, train 
promotores, disseminate information, and 
recruit community members. 

PURPOSE 

The purpose of this study was to explore 
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whether trained CHWs, or promotores de 
salud, can effectively deliver a commu- 
nity-oriented, environmentally uncontrolled 
educational intervention and facilitate 
behavior change among Hispanics residing 
in North Texas. 

METHODS 

Study Design and Participants 

To assess the changes in reported health 
behaviors, the study followed a two-group, 
pre- and post-test design. All participants 
completed a heart-healthy behavior ques- 
tionnaire immediately before the interven- 
tion and six months after the initiation of 
the intervention. The Institutional Review 
Board approved the study, and the partici- 
pants gave written informed consent in Eng- 
lish or Spanish. The intervention consisted 
of two groups of participants who received a 
six-month education program through one 
of two different approaches: (1) structured 
intervention in a classroom setting (Class- 
room Group), or (2) distribution of heath 
education materials mailed or delivered to 
the participants’ homes in a more informal 
setting (Home Group). The two groups 
differed in demographics and CVD-related 
risk factors, which allowed for an assess- 
ment of the effectiveness of two education 
approaches under different circumstances. 
The two-group design facilitated the imple- 
mentation and evaluation of two different 
education approaches. Although trained 
promotores de salud recruited participants 
and delivered the intervention to both 
groups, the Classroom Group intervention 
was more traditional, controlled, and struc- 
tured, and used a previously tested educa- 
tion curriculum. In contrast, the Home 
Group intervention was less controlled and 
structured, as materials were delivered to 
participants’ home environment, giving 
them the opportunity to review and learn 
from the materials on their own. 

A total of 213 male and female Hispanic 
adults from a metropolitan area, primarily 
monolingual Spanish speaking, were initially 
recruited to participate in the program and 
met the study’s eligibility criteria, which 


included (a) being of Hispanic descent, (b) 
being 18 years of age or older, and (c) not 
currently being treated for any cardiovas- 
cular, hypertensive, or diabetes condition. 
Recruitment took place in a number of dif- 
ferent contexts, including citywide Hispanic 
events, such as health fairs, and ongoing pro- 
grams, such as General Education Diploma 
(GED) classes and toddler/pre-kindergarten 
classes for parents. Promotores also recruited 
participants in their own neighborhoods. 

Where setting allowed, qualified indi- 
viduals were told about the nature of the 
program, provided with informed consent 
materials, and asked to complete pretest 
questionnaires and select their intervention 
group. In those settings that did not allow 
for confidential interaction, prospective 
participants were briefed on the nature of 
the program and asked to provide contact 
information. Promotores then contacted 
these individuals within a few days by tele- 
phone and invited them to attend a group 
orientation meeting, where they completed 
informed consent forms and questionnaires 
and self-selected the group they preferred to 
join. Most of the Home Group participants 
came from the promotores’ neighborhoods, 
and in some cases they were recruited in 
their own households, where they also 
completed program requirements such as 
consent forms and questionnaires. (More 
details about the recruitment, training, 
questionnaires, and procedures can be found 
on the CD-ROM The Promotores de Salud 
Community Health Outreach Model, The 
North Texas Salud Para Su Corazon NHLBI 
CVD EDUC Initiative, 2004, which is avail- 
able upon request [HB].) 

Promotores de Salud 

Consistent with the CHW model, all 
SPSCNT promotores de salud were Hispanic/ 
Latino, spoke the Spanish language, lived in 
the same community as the participants, and 
demonstrated a strong desire to work with 
the Hispanic community. One male and 18 
female promotores were recruited (this dif- 
ference may be due to the fact that men in 
this community may work long hours while 
more women have part-time jobs that make 


their schedule more flexible). Their mean 
age was 45 years old (range 23-68), 75% 
were married, and 74% were born in Mexico 
and had resided in the United States for an 
average of 26 years. Their mean education 
level was equivalent to middle school, and 
58% preferred speaking both English and 
Spanish. 

Initially, promotores were recruited at net- 
work partner organizations, at public events, 
and through the local media. The program 
also partnered with local agencies involved 
in the training of CHWs, some of which 
are recognized by the Texas Department of 
State Health Services as certified training 
sites. These approaches were successful in 
identifying and recruiting promotores, who 
were then trained by the NHLBI-trained 
promotores. Local promotores recruited ad- 
ditional promotores in their own neighbor- 
hoods. Approximately half of the promotores 
were paid, and the rest were volunteers who 
generally did not hold a work permit but 
wanted to contribute to their community 
and had the experience of participating in 
a health-related program. 

The NHLBI’s Su Corazon Su Vida [Your 
Heart, Your Life), a user-friendly, bilingual, 
evidence-based curriculum, was used to 
train promotores de salud (for further details 
on the curriculum, please see the NHLBI 
website). The training was facilitated by the 
investigators and consisted of approximately 
50 hours of didactic or on-the-job instruc- 
tion, practicum education (32 hours), and 
ongoing in-service sessions (16 hours). Ad- 
ditionally, promotores were provided with 
ongoing skills development based on project 
demand and personal skills, thus address- 
ing the needs of each person individually 
while facilitating group integration. These 
training sessions were facilitated by the 
investigators and by master’s-level public 
health students. 

Measures 

Promotores collected demographic data 
and helped participants complete a self-re- 
ported risk factor questionnaire (available in 
English and Spanish) for cardiovascular dis- 
ease in ayes/no format. Questions included 
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family history of CVD, current smoking 
status, exposure to secondhand smoke, and 
personal assessment of body weight and 
physical activity level. The questionnaire 
also asked whether the participant had ever 
received a doctor’s diagnosis of high blood 
pressure, high cholesterol, and/or diabetes. 
These data were used for comparing both 
groups of participants. 

The main outcome measure was a pencil 
and paper, 35-item, 4-point Likert- type scale 
( 1 = never, 4 = always) questionnaire that as- 
sessed participants’ heart-healthy behaviors 
before and six months after baseline assess- 
ment. The scale included five subscales as- 
sessing the following factors: salt and sodium 
consumption (ten items), cholesterol and fat 
consumption (ten items), weight-control 
practices (five items), physical activity level 
(ten items) and overall risk level (mean of 
all subscale scores). The questionnaire was 
available in English and Spanish, and ques- 
tions were simply worded for easy compre- 
hension (e.g., “Do you drink fat-free or 1% 
milk?”). As in the risk factor questionnaire, 
promotores helped all participants complete 
the questionnaire. 

Given the high positive correlations 
among the pretest and post-test scores, a 
composite overall mean pre-health behav- 
ior score (computed from the four pretest 
health scores) and mean overall post-health 
behavior score (computed from four post- 
test health scores) were computed. Specifi- 
cally, pre-salt scores were highly correlated 
with pre-fat, pre-weight, and pre-physical 
activity scores (p<.01); pre-fat scores were 
highly correlated with pre-nonsmoking, 
pre-weight, and pre-physical activity scores 
(p<.05); and pre-weight scores were highly 
correlated with pre-physical activity scores 
(p<.01). Among the post-test health behav- 
ior scores, post-salt scores were correlated 
with post-fat, post-weight, and post-physi- 
cal activity scores (p<.05); post-fat scores 
with post-weight and post-physical activity 
scores (p<.05); and post-weight scores with 
post-physical activity scores (p<.01). Thus, 
the four pretest health behavior scores and 
the four post-test health behavior scores 
were significantly correlated among each 


other: salt and sodium (10 items, a=.73); fat 
and cholesterol behaviors (10 items, a=.82); 
weight-control behaviors (5 items, a=.75); 
physical activity behaviors (10 items, a=.83); 
and smoking behaviors (3 items, a=.71). 

To obtain content and face validity on 
each scale, SPSCNT investigators first de- 
veloped the items from the NHLBI SPSC 
An Ounce of Prevention workbook and 
from a fotonovela based on heart-healthy 
living among Hispanics. Second, a panel of 
cardiovascular and public health experts 
provided feedback on the relevance of each 
item. Third, the questionnaire was tested 
with a group of promotores. Internal consis- 
tency was computed for each subscale using 
pre- and post-test data. The results showed 
that the subscales had acceptable reliability 
(Cronbach alpha coefficients>.70).’“ 

Study Procedures 

Under the supervision of the investiga- 
tors, the promotores de salud met weekly 
in a classroom setting with the Classroom 
Group and delivered six structured, educa- 
tional sessions using the Su Corazon Su Vida 
curriculum and materials. The curriculum 
consisted of the following lessons: (1) “Are 
you at risk of heart disease?”; (2) “Be more 
physically active”; (3) “All you need to know 
about blood pressure, salt, and sodium”; (4) 
“Eat less fat, saturated fat, and cholesterol”; 
(5) “Maintain a healthy weight”; and (6) 
“Make heart-healthy eating a family af- 
fair.” Culturally and linguistically relevant 
heart-health materials from NHLBI and 
other instructional documents were also 
distributed during the sessions. To ensure 
consistency across facilitators, the content of 
the sessions was clearly defined, and the pro- 
motores were specifically trained to deliver all 
aspects of all sessions. Each class lasted from 
one-and-a-half to two hours. Additionally, 
promotores conducted periodic phone calls 
to participants to encourage retention and 
healthy behaviors. Education learning ob- 
jectives were reviewed in sessions 1-4, and 
sessions 5-6 were dedicated to review. There- 
fore, to graduate from the SPSCNT program, 
participants were required to attend more 
than 50% of the training, or a minimum of 


four complete sessions. 

The Home Group did not receive class- 
room-setting education sessions. Instead, 
they received NHLBI educational material 
that was mailed or delivered periodically 
to their homes (the same material received 
by the Classroom Group); monthly phone 
calls from the promotores to confirm they 
had received the material and to encourage 
them to read it; and personalized postcards 
every two to three months to encourage 
retention. Six months after the interven- 
tion, the promotores visited all participants 
in their homes to collect post-intervention 
data through the same questionnaires used 
in the pretest. 

Data Management 

Preliminary analysis strategy. Before 
conducting main analyses, an attempt 
was made to find any significant (p<0.05) 
demographic and risk factor differences 
between the participants who completed 
and did not complete the post-test assess- 
ment. Furthermore, because participants 
self-selected their group membership, 
another attempt was made to examine any 
significant demographic and risk factor dif- 
ferences between the Classroom and Home 
Group participants. To examine categorical 
variable differences (e.g., gender, language 
preference, country of origin, and health risk 
factors) between completion status (com- 
pleted vs. not completed) and completed 
participant groups (Classroom Group vs. 
Home Group), chi-square {yf tests and a 
Mann-Whitney U Test were conducted. To 
examine continuous variable differences 
(e.g., age, number of children, years residing 
in the United States), two one-way Analysis 
of Variance (ANOVA) measures were used to 
compare the same two-group factors. 

Statistical analysis strategy assessing im- 
pact of intervention. To examine any positive 
changes between the healthy behaviors pre- 
test to post-test scores, paired sample t-tests 
(with a conservative p-value of .01) were 
conducted on (a) all participant, (b) Class- 
room Group participants, and (c) Home 
Group participants. Because the participant 
groups differed in educational procedures. 
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Table 1 . Comparison of SPSCNT Participants Who Entered and Completed the Program 


Demographic Variable 

Total 
(n=l 13) 

Classroom Group 
(n=67) 

Home Group 
(n=46) 

Age'’ 

Gender'’ 

37.27 

10.89 

35.71 

8.92 

39.40 

12.92 

Females 

94 

83% 

59 

88% 

35 

76% 

Number of children” ' 
Preferred language''" 

1.84 

1.39 

2.45 

1.31 

1 

1.07 

Spanish 

109 

96% 

67 

1 00% 

42 

91% 

English 

Country of origin" 

4 

4% 

0 

0% 

4 

9% 

United States 

21 

19% 

5 

7% 

16 

35% 

Mexico 

64 

57% 

55 

82% 

19 

41% 

Other 

1 1 

10% 

1 

1% 

10 

22% 

Years residing in United States”' 

16.56 

15% 

13.03 

10% 

21.39 

47% 

Smoking''" 

8 

7% 

2 

3% 

6 

13% 

Secondhand smoke 

21 

19% 

10 

15% 

1 1 

24% 

High blood pressure"" 

19 

17% 

15 

22% 

4 

9% 

High cholesterol 

15 

13% 

12 

18% 

3 

7% 

Diabetes 

9 

8% 

6 

9% 

3 

7% 

Overweight 

50 

44% 

33 

49% 

17 

37% 

Lack of exercise 

42 

37% 

23 

34% 

19 

41% 

History of heart disease" 

24 

21% 

17 

25% 

7 

15% 


“ Numbers displayed as means and SD or percents. 

Indicates statistically significant differences between total complete and total incomplete groups (p<0.05). The only statistically significant difference between 
groups was gender. 

‘Indicates statistically significant differences between completed Classroom and completed Home Groups (p<0.05). 

^ Indicates statistically significant differences between incomplete Classroom and incomplete Home Groups (p<0.05). 


statistically comparing their test scores 
would have produced invalid results. 

RESULTS 

Among Classroom Group participants, 
152 agreed to participate, and 67 (44%) 
completed at least four classes and a 6- 
month post-test assessment. Among Home 
Group participants, 61 agreed to participate 
(no class attendance required), and 46 
(75.4%) completed the same 6-month 
post-test assessment. Table 1 represents 
demographic and risk factor information 
by total and participant group. 

Of the 213 participants recruited to com- 
plete pre-intervention questions (see “Mea- 
sures” section above), 113 (53%) completed 
the program. The percentages of participants 
who did not complete the post-test healthy 
behavior questionnaire were different in the 
Classroom and Home Groups — 56% and 


25%, respectively. Compared to the Home 
Group, more Classroom Group participants 
dropped out of the program. Tables 1 and 

2 include the demographic and risk factor 
information for individuals who com- 
pleted and did not complete the program, 
respectively. These tables also reflect the 
demographic and risk factor scores for each 
participant group (Classroom and Home) by 
completion status. 

There was a significant difference be- 
tween those who completed and did not 
complete the program with regard to gender 
ip<.05): more males completed the program. 
Among the participants who completed the 
program, there were statistically significant 
differences between the Classroom Group 
and the Home Group with respect to demo- 
graphic and risk factor variables. Classroom 
Group participants had more children (2- 

3 children vs. 1 child), preferred speaking 


Spanish in a greater proportion (100% vs. 
91%), and had resided in the United States 
for a shorter period of time (mean of 13 
years vs. 21.4 years) than Home Group 
participants, respectively. In addition, the 
Classroom Group had a lower proportion 
of participants who smoked (4% vs. 13%) 
and a higher proportion of participants with 
high blood pressure (22% vs. 9%) than the 
Home Group (Table 1). 

Among the participants who did not 
complete the program, there were statistically 
significant differences between the Classroom 
Group and the Home Group with respect to 
language preference and country of origin. 
More Classroom Group participants pre- 
ferred speaking Spanish than Home Group 
participants (100% vs. 80%), and a greater 
percentage of Classroom Group participants 
were from a country other than the United 
States (83% vs. 54%) (Table 2). 
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Table 2. Comparison of SPSCNT Participants Who Entered and Did Not Complete the Program 


Demographic Variable 

Total 

(n=100) 

Classroom Group 
(n=85) 

Home Group 
(n=15) 

Age" 

Gender*" 

37.01 

9.62 

36.31 

8.03 

42.2 

17.24 

Females 

93 

93% 

78 

92% 

15 

1 00% 

Number of children"'^ 
Preferred language"'** 

1.88 

1.32 

1.97 

1.32 

1.2 

1.03 

Spanish 

97 

97% 

85 

1 00% 

12 

80% 

English 

Country of origin** 

3 

3% 

0 

0% 

3 

20% 

United States 

15 

15% 

9 

1 1% 

6 

40% 

Mexico 

76 

76% 

69 

81% 

7 

47% 

Other 

3 

3% 

2 

2% 

1 

7% 

Years residing in United States"'* 

14.39 

1 1.83 

13.93 

12.02 

17.8 

10.28 

Smoking**'* 

6 

6% 

3 

4% 

3 

20% 

Secondhand smoke 

19 

19% 

14 

16% 

5 

33% 

High blood pressure*** 

18 

18% 

1 1 

13% 

7 

47% 

High cholesterol 

16 

16% 

14 

16% 

2 

13% 

Diabetes 

4 

4% 

3 

4% 

1 

7% 

Overweight 

51 

51% 

40 

47% 

1 1 

73% 

Lack of exercise 

43 

43% 

33 

39% 

10 

67% 

History of heart disease* 

29 

29% 

21 

25% 

8 

53% 


' Numbers displayed as means and SD or percents. 

Indicates statistically significant differences between total complete and total incomplete groups (p<0.05). The only statistically significant difference 
between groups was gender. 

‘ Indicates statistically significant differences between completed Classroom and completed Home Groups (p<0.05). 

Indicates statistically significant differences between incomplete Classroom and incomplete Home Groups (p<0.05). 


Impact of Intervention 

To determine whether the intervention 
had an impact on the participants’ heart- 
healthy test scores, this study investigated 
whether individual participants who com- 
pleted the intervention, as well as each 
participant group, showed increased healthy 
behaviors after the SPSCNT program. The 
means, standard deviations, and t-test values 
of the dependent measures are presented 
in Table 3. 

After performing paired sample t-tests 
using the pretest and 6-month post-test 
behavior scores, there were statistically 
significant differences between all pretest 
and post-test behavior scores (all /><.01). 
Specifically, all participants reported im- 
proved overall health; healthier dietary 
practices, including salt, sodium, fat and 
cholesterol consumption; enhanced weight 
control practices; and increased physical 
activity level. In addition, the same analysis 


was conducted on each participant group. 
Between both groups, the results were the 
same; there were increased healthy behaviors 
among both Classroom and Home Groups. 
These results show that the SPSCNT inter- 
vention program increased healthy behavior 
scores among all participants, regardless of 
group (Table 3). 

DISCUSSION 

This study showed that all participants, 
in both groups, improved with respect to 
healthy behaviors. The study also showed 
positive changes from pretest to post-test 
healthy lifestyle behavior scores among 
all participants, demonstrating that pro- 
gram components could produce positive 
healthy behaviors in both classroom and 
home settings. The results of this study are 
consistent with the literature.™'^'* Observed 
improvement in healthy behaviors in both 
participant groups strengthens the argu- 


ment that the community health outreach 
promotores model may be effective and can 
be adapted to a variety of settings. Previous 
research has indicated the efficacy of CHWs 
in delivering interventions under random- 
ized, controlled circumstances.^™™ The 
present study contributes to the literature 
in translating research into practice, and by 
indicating that CHWs can also effectively fa- 
cilitate behavior change under uncontrolled 
circumstances. 

There were many notable unique features 
that emerged during the implementation of 
SPSCNT that should be explored further. 
Although acculturation was not measured 
in this study, it was observed that those 
who were recent immigrants and expe- 
rienced more English language barriers 
selected the classroom group. Previous 
research shows that learning styles are 
related to acculturation levels among Mexi- 
can Americans. Future studies should 
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Table 3. Health Behavior Changes by Total Participants and Group 


Group 

Measures 

N 

Mean 

SD 

Pair t-value 

Total 

Prehealth 

1 13 

2.36 

0.44 

Prehealth-Posthealth 

12.34 


Posthealth 

1 13 

3.07 

0.54 



Classroom Group 

Prehealth 

67 

2.43 

0.42 

Prehealth-Posthealth 

7.98 


Posthealth 

67 

2.88 

0.52 



Home Group 

Prehealth 

46 

2.27 

0.45 

Prehealth-Posthealth 

12.01 


Posthealth 

46 

3.34 

0.44 



Total 

Presalt 

1 13 

2.6 

0.43 

Presalt-Postsalt 

12.16 


Postsalt 

1 13 

3.24 

0.44 



Classroom Group 

Presalt 

67 

2.63 

0.42 

Presalt-Postsalt 

9.48 


Postsalt 

67 

3.15 

0.43 



Home Group 

Presalt 

46 

2.56 

0.45 

Presalt-Postsalt 

8.30 


Postsalt 

46 

3.35 

0.44 



Total 

Prefat 

1 13 

2.46 

0.64 

Prefat-Postfat 

1 1.06 


Postfat 

1 13 

3.19 

0.56 



Classroom Group 

Prefat 

67 

2.5 

0.61 

Prefat-Postfat 

9.29 


Postfat 

67 

3.08 

0.54 



Home Group 

Prefat 

46 

2.41 

0.69 

Prefat-Postfat 

7.23 


Postfat 

46 

3.33 

0.55 



Total 

Preweight 

1 13 

2.47 

0.6 

Preweight-Postweight 

10.96 


Postweight 

1 13 

3.22 

0.56 



Classroom Group 

Preweight 

67 

2.52 

0.56 

Preweight-Postweight 

8.01 


Postweight 

67 

3.14 

0.58 



Home Group 

Preweight 

46 

2.4 

0.66 

Preweight-Postweight 

7.81 


Postweight 

46 

3.34 

0.51 



Total 

Prephysical 

98 

1.89 

0.56 

Prephysical-Postphysical 

5.31 


Postphysical 

98 

2.27 

0.67 



Classroom Group 

Prephysical 

62 

2.06 

0.52 

Prephysical-Postphysical 

3.33 


Postphysical 

62 

2.34 

0.65 



Home Group 

Prephysical 

36 

1.6 

0.52 

Prephysical-Postphysical 

4.35 


Postphysical 

36 

2.15 

0.69 



*p-value is significant at <0.01 


expand their evaluation designs to explore 
differences between groups and participants 
related to retention/dropout, attendance in 
education sessions, response to phone calls, 
and so on. 

Another advantage of the SPSCNT is 
the promotores’ personalized approaches 
to health education. The promotores used 
affective- and cognitive-based approaches 
to educate their fellow Hispanic community 
members. For example, as an affective-based 
teaching technique, the promotores told 


familial stories, distributed family recipes, 
and provided incentives through activities 
that involved the entire family, not only 
the participant. (More information on the 
education strategy can be found on the CD- 
ROM The Promotores de Salud Community 
Health Outreach Model, The North Texas 
Salud Para Su Corazon NHLBI CVD EDUC 
Initiative, 2004, which is available upon 
request.) The participants were treated like 
friends and family and were very respon- 
sive to this type of approach, which was 


evident in their positive evaluations of the 
promotores. The promotores also used cog- 
nitive-based teaching techniques that incor- 
porated valid curricula, print materials, and 
evaluation tools that enabled participants to 
easily process and learn the materials. The 
effectiveness of these educational and teach- 
ing approaches was not specifically assessed 
in this study, and it would be worthwhile to 
conduct future investigations to determine 
their impact. 

Other issues observed in this study 
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warrant further investigation, including 
differences in the number of male and 
female promotores, differences in dropout 
rates between the Classroom and Home 
groups, and differences in the number of 
participants who completed the program in 
each intervention group. Similarly, strategies 
for increasing retention need to be formally 
explored, including providing incentives, 
facilitating social support, and shortening 
the duration of the intervention. 

In summary, community health outreach 
models and the use of CHWs constitute 
powerful tools to provide the community 
with much needed health education and 
services. This study illustrates how differ- 
ent educational approaches delivered by 
CHWs improve awareness and knowledge 
about heart-healthy living among Hispanic 
communities. The value and contributions 
of promotores should be respected, honored, 
and appreciated. 

TRANSLATION TO HEALTH 
EDUCATION PRACTICE 

The results of this study suggest that 
CHWs can contribute to significant im- 
provement in health education and healthy 
behaviors among minority groups, as they 
overcome documented barriers, such as 
familial responsibilities, language, culture, 
socioeconomic status, and immigration 
status. Health education interventions with 
Hispanic communities may particularly 
benefit from CHW involvement when; 

1. CHWs are recruited from the same 
community in which the intervention will 
take place; are properly trained on the top- 
ics/behaviors of interest; and are involved 
throughout the entire process of the inter- 
vention, including planning, development of 
materials, implementation, and evaluation. 
For example, it is essential to seek the input 
of CHWs in the intervention design, con- 
tent, and administration of the education 
curriculum, data collection methods, and 
follow-up approaches. This will not only 
facilitate the completion of the intervention, 
but will also translate into capacity building 
for future community activities. 

2. A certain degree of flexibility is em- 



bedded into the design and delivery of the 
intervention. For example, planners should 
include more than one method of data col- 
lection (e.g., self-administered and facilitated 
completion); provide an alternative location 
for educational activities (e.g., community 
center; participants’ homes); and implement 
an extended timeline to accommodate those 
participants who hold temporary jobs and 
are only in the study area periodically. CHWs 
maybe instrumental in informing research- 
ers as they design appropriate studies, and 
in informing practitioners as they carry out 
interventions. 

3. Education approaches include not only 
cognitive-based methods, but also affective- 
based approaches that enhance participants’ 
involvement in the education process. For 
example, an affective-based approach might 
include the integration of traditional stories, 
family recipes, and cultural expressions such 
as dance, music, and community-based 
activities. This can be achieved more easily 
through the involvement of CHWs, given 
that they share the same cultural and lan- 
guage background of the participants and 
understand their learning preferences. 

4. The entire family is involved. For 
example, one should provide participation 
incentives that are attractive to the house- 
hold, not only to the participant; extend any 
pledge to the entire family; and address cer- 
tificates of recognition to both participant 
and spouse. CHWs understand the family 
dynamics of their neighbors and can work 
with practitioners in implementing family- 
oriented initiatives. 

Limitations 

There are a number of limitations to 
this study that should be pointed out. First, 
the present study design cannot examine 
which group showed the most improvement 
because the groups were very different from 
each other, and there were no control groups 
to compare them to. Second, mono-method 
bias, mono-operation bias, and acquiescence 
responses are additional threats to the study’s 
measures. It is possible that not measuring 
lifestyle behaviors with multiple biological 
and observational methods (mono-method 
bias) and not assessing other measures that 


relate to healthy lifestyles (mono-operation 
bias) affected the findings, not to mention 
the risk that participants faked their answers 
in order to make the results more impressive 
(acquiescence). These threats to the study’s 
construct validity could be eliminated by 
having more than one method and measure 
for assessing healthy lifestyles. In addition, 
it should be noted that, because the study 
lacked multiple follow-up assessments, the 
SPSCNT program might lose its effective- 
ness over time. 

REFERENCES 

1. Kochanek KD, Murphy SL, Anderson RN, 
et al. Deaths: final data for 2002. Natl Vital Stat 
Rep. 2004;53(5):1-115. 

2. Anderson RN, Smith BL. Deaths: leading causes 
for 2001. Natl Vital Stat Rep. 2003;52(9):l-85. 

3. Racial/ethnic disparities in prevalence, 
treatment, and control of hypertension — United 
States, 1999-2002. MMWR Morb Mortal Wkly 
Rep. 2005;54(l):7-9. 

4. Centers for Disease Control and Preven- 
tion. National Diabetes Fact Sheet — United States, 
2005. Available at: http://www.cdc.gov/diabe- 
tes/pubs/pdf/ndfs_2005.pdf. Accessed February 
15, 2006. 

5. Flegal KM, Carroll MD, Ogden CL, et al. 
Prevalence and trends in obesity among US 
adults, 1999-2000. ;AMA. 2002;288:1723-1727. 

6. Hedley AA, Ogden CL, Johnson CL, et 
al. Overweight and obesity among US children, 
adolescents, and adults, 1999-2002. JAMA. 
2004;291:2847-2850. 

7. U.S. Census Bureau. Current Population 
Survey, Annual Social and Economic Supplement, 
2004: Ethnicity and Ancestry Statistics Branch, 
Population Division. Available at: http://www. 
census.gov/population/socdemo/hispanic/ 
ASEC2004/2004CPS_tab l.la.pdf. Accessed 
January 26, 2006. 

8. U.S. Commission on Civil Rights. The 
Health Care Challenge: Acknowledging Disparity, 
Confronting discrimination, and Ensuring Equal- 
ity, September 1999. Available at: http;//www. 
law.umaryland.edu/marshall/usccr/documents/ 
crl2h34z.pdf Accessed: May 29, 2007 

9. U.S. Census Bureau. Census 2000, Sum- 
mary File 3. Available at: http://www.census.gov. 
Accessed January 26, 2006. 


American Journal of Health Education — July /August 2007, Volume 38, No. 4 201 




Amanda Medina, Hector Balcdzar, Mary Luna Hollen, Ella Nkhoma, and Francisco Soto Mas 


10. U.S. Department of Health and Human 
Services. Mental Health: Culture, Race, Ethnic- 
ity — A Supplement to Mental Health: A Report of 
the Surgeon General. Rockville, MD: U.S. Depart- 
ment of Health and Human Services, Office of 
the Surgeon General; 2001. 

11. DeNavas-Walt C, Proctor BD, Hill Lee C. 
Income, poverty, and health insurance coverage 
in the United States: 2004. Current Population 
Reports (P60-229). Washington, DC: U.S. Gov- 
ernment Printing Office; 2005. 

12. U.S. Department of Health and Human 
Services. Healthy People 201 0: Understanding and 
Improving Health. 2nd ed. Washington, DC: U.S. 
Government Printing Office; 2000. 

13. Eng E, Parker E, Harlan C. Lay health 
advisor intervention strategies: a continuum 
from natural helping to paraprofessional helping. 
Health EducBehav. 1997;24:413-417. 

14. Israel B. Social networks and social 
support: implications for natural helper and 
community level interventions. Health Educ Q. 
1985;12(l):65-80. 

15. Hunter J, Guernsey de Zapien J, et al. The 
impact of a promotora on increasing routine 
chronic disease prevention among women aged 
40 and older at the U.S.-Mexico border. Health 
EducBehav. 2004;3(4):18S-28S. 

16. Matomora M. Mass-produced village 
health workers and the promise of primary health 
care. Soc Sci Med. 1989;28:1081-1084. 

17. Earp JAL, Viadro CRVincus AA, et al. Lay 
health advisors: a strategy for getting the word 
out about breast cancer. Health Educ Behav. 


1997;24:432-451. 

1 8. Jackson EJ, Parks CP. Recruitment and train- 
ing issues from selected lay health advisor programs 
among African Americans: a 20-year perspective. 
Health EducBehav. 1997;24:418-431. 

19. Suarez L, Roche RA, Pulley LV, et al. 
Why a peer intervention program for Mexican- 
American women failed to modify the secular 
trend in cancer screening. Am J Prev Med. 
1997;13:411-417. 

20. Stout JW, White LC, Rogers LT, et al. 
The asthma outreach project: a promising ap- 
proach to comprehensive asthma management. 
J Asthma. 1998;35(1):119-127. 

2 1 . Hiatt RA, Pasick RJ, Stewart S, et al. Com- 
munity-based cancer screening for underserved 
women: design and baseline findings from the 
breast and cervical cancer intervention study. 
Prev Med. 2001;33:190-203. 

22. Sung JEC, Blumenthal DS, Coates RJ, et 
al. Effect of a cancer screening intervention con- 
ducted by lay health workers among inner-city 
women. Am J Prev Med. 1997;13(l):51-57. 

23. Krieger J, Collier C, Song L, et al. Linking 
community-based blood pressure measurement 
to clinical care: a randomized controlled trial 
of outreach and racking by community health 
workers. Am J Public Health. 1999;89(6):47-52. 

24. Meister JS, Giuliano AR, Saltzman S, 
et al. Community health workers at the U.S.- 
Mexico border: effectiveness of a cancer preven- 
tion/education intervention. Women & Cancer. 
1999;l(5):25-34. 

25. Texas State Data Center and Office of the 


State Demographer. Projections of the Population 
of Texas and Counties in Texas by Age, Sex and 
Race/Ethnicity for 2000-2040. San Antonio: Texas 
State Data Center, The University of Texas at San 
Antonio, 2004. 

26. Balcazar H, Alvarado M, Luna Hollen M, 
et al. Salud para su corazon-NCLR: a compre- 
hensive promotora outreach program to promote 
heart healthy behaviors among Latinos. Health 
Promot Tract 2006;7(l):68-77. 

27. Balcazar H, Alvarado M, Luna Hollen M, 
et al. Evaluation of salud para su corazon (health 
for your heart)-NCLR national dissemination 
promotora outreach projects. Prev Chronic Dis. 
2005;2(3):l-9. 

28. Balcazar H, Alvarado M, Alcalay R, Huerta 
E. Salud para su corazon: programa modelo 
para promover salud cardiovascular en Latinos. 
Medico Interamericano. 1999;28:18-23. 

29. National Institutes of Health. Latino 
National Health Resources. National Heart, Lung, 
and Blood Institute, 2004. Available at: www. 
nhlbi.nih.gov/health/prof/heart/latino/latin_ 
pg.html. Accessed December 16, 2004. 

30. Tabachnick B, Fidell LS. Using Multivariate 
Statistics. New York, NY: HarperCollins; 1996. 

31. McCafferty S. The use of private speech 
by adult second language learners: a cross- 
cultural study. The Modern Language Journal. 
1992;76:179-189. 

32. Shapiro ER. Family development in cul- 
tural context: implications for prevention and 
early intervention with Latino families. New Eng- 
land Journal of Public Policy. 1996;11:113-128. 


202 American Journal of Health Education — July/August 2007, Volume 38, No. 4 



